Initial Ins-llrallce E!‘ro“ment !'-'ol'm Return completed form to the Glc
AA Commonwealth of Massachusetts Non-Medicare Retirees/Survivors Coordinator at your Benefits Office.
2N G | C issi Do not return to the GIC
1111 roup Iinsurance Commission TRANSPORTAT'ON
01[]
Insured’s GIC-ID (usually Soc. Sec. #) Sex: Date of Birth Dept. ID # or Agency/Division # Check one: | For Agency Use Only
Male [
7 7 Female [ / / / lﬁ%etiree
Name - Last First Mi Date of retirement ____/ J___
IﬁSurvivur
Address [] Thisis a new address City State Zip Code
Home Phone
Retirees: Do you receive a monthly retirement pension from the MBTA? IﬁYes IﬁNo ( )
02[] BASIC LIFE AND HEALTH COVERAGE Effective Date: /01/

New Enrollment E | Decline Coverage O | Cancel CnverageID

Iﬁ Basic Life and Health (select one of the health plans below and individual or family coverage) E Basic Life Only Note: Survivors not eligible

for Basic Life

Health Plan
IO Fallon Direct (HMO) OINHP care - Neighborhood Health Plan (HMO) [ UniCare State Indemnity/Basic [T Individual
I Fallon Select (HMO) [ITufts Health Plan Navigator (PPO) cic: O¥es OONo
ICJ Harvard Pilgrim Independence (PPO) OITufts Health Plan Spirit (HMO-type) ﬁUniCare/Community Choice (PPO-type) | [ Family
[J Harvard Pilgrim Primary Choice HMO) [d'uniCare/PLUS (PPO-type)

[O Health New England HMO)

SPOUSE/DEPENDENT INFORMATION

List below all family members, including your spouse or former spouse (if eligible), who will be covered under your health plan. Attach a separate sheet if additional space is required. Please provide all
Social Security Numbers (required under Federal Law Section 111) and exact dates of birth for each dependent. To add a dependent age 19 to 26, you must also complete and return to the GIC a Dependent
Age 19to 26 Enrollment Application. Important: The Group Insurance Commission requires you to provide a copy of a marriage certificate, birth certificate, certificate of appointment as legal guardian,
legal separation agreement, and divorce decree for each person you list as a dependent.

Last Name First Middle Relationship Date of Birth Sex Social Security Number (required)

Effective date:

SPOUSE INFORMATION

Is your spouse employed? IEYes IENO Name of employer Address of employer

Is your spouse covered under his or her employer’s group health insurance plan? IE Yes [ENO Name of insurance company
Policy/Certificate Number Address of insurance company

Are you and/or your children covered under your spouse’s group health insurance plan?  You: EYes lﬁNo Children: EYes [ENO
Is your spouse enrolled in Medicare? EYes IE No If yes, Medicare claim number,

FORMER SPOUSE INFORMATION

Name Social Security Number Date of Birth Date of Divorce
Last First Middle
Address
Street City State Zip Code
Is your former spouse remarried? EYes IENO If yes, date of remarriage Are you remarried? E(es IENO If yes, date of remarriage
Is your former spouse employed? EYes ENQ Name of employer
Is your former spouse covered under his or her employer’s group health insurance plan? |'E|'Yes |'E|' No

Deduction Authorization: | authorize my employer, or direct my pension authority, to deduct from my payroll or pension check the amount required for the coverage | have selected.
Health Insurance: | understand that once | choose a health plan, | cannot change plans until the next annual enroliment, even if my doctor or hospital leaves the plan.

Survivors: | am a surviving spouse and certify that | have not remarried and understand that if | do remarry | am no longer eligible for GIC coverage.

Retirees must collect a pension from a public service retirement system to be eligible for GIC coverage.

SIGNATURE
REQUIRED

X X
Signature of Applicant Date Signature of Authorized Official Date

FOR GIC USE ONLY: Entered Verified Political Subdivision

RETURN COMPLETED FORM TO THE GIC COORDINATOR IN YOUR BENEFITS OFFICE TRANS INITIAL NON-MED 9/11



	Text1: 
	Text2: 
	Text3: 
	Check Box1: Off
	Check Box2: Off
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text13: 
	Text18: 
	Text23: 
	Text24: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text30: 
	Text31: 
	Text32: 
	Text40: 
	Text33: 
	Text41: 
	Text34: 
	Text42: 
	Text35: 
	Text43: 
	Text44: 
	Text45: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text46: 
	Text53: 
	Text54: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text52: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text55: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Radio Button1: Off
	Radio Button3: Off
	Radio Button4: Off
	Radio Button5: Off
	Radio Button6: Off
	Radio Button7: Off
	Radio Button8: Off
	Radio Button9: Off
	Radio Button10: Off
	Radio Button11: Off
	Radio Button12: Off
	Radio Button14: Off
	Radio Button15: Off
	Check Box9: Off
	Text97: 
	Text98: 
	Text99: 
	Check Box100: Off
	Text19: 
	pension: Off
	spouse remarried: Off
	remarried: Off
	Text12: 
	Text20: 


